Clinical Sectiont 47 efforts to walk would serve as the natural stimulus to the muscles. Until this was done the weak muscles of the limb had not the opportunity of exerting themselves in the proper way so as to facilitate recovery. The late Dr. Sutton, whose house physician he was, always taught that in the spinal cord there were many fibres which were in a foetal undeveloped state, and Mr. Openshaw thought it possible that many such fib,res might develop to take the place of those destroyed by the acute inflammation.
By P. L. GIUSEPPI, B.S. (For H. S. PENDLEBURY, B. C.) THE patient, a girl aged 13, was admitted into the Royal Waterloo Hospital on October 9, 1907, for double mitral disease. During the latter half of 1907 she developed well-marked chorea. The area of cardiac dullness was increased 1 in. to the right of the sternum, and the apex beat was in the anterior axillary line in the sixth space. There were presystolic and systolic murmurs at the apex. Marked ascites was present up to the time of the operation, and the liver was easily palpable 3 in. below the umbilicus.
Various drugs were tried, including digitalis, strophanthus, potassium iodide, ammonium chloride, thioscine sodium acetate, iodipin, and various diuretics and purgatives; but in spite of all treatnment the ascites remained unchanged.
The effect of tapping was next tried. On February 6, 1908, 2 pints; on May 29, 8 pints; and on July 3, 2 pints of straw-coloured fluid were removed.
On July 21 Mr. Pendlebury opened the abdomen in the right semilunar line. The right lobe of the liver was found to be deeply congested and very hard. The lower edge could not be reached. The surface of the right lobe of the liver and the parietal peritoneum were firmly scrubbed with a mop of gauze, and a thin layer of gauze spread out between the liver and the parietes and one end brought out of the wound at its lower angle. The upper part of the wound was then sutured with silkworm gut. The gauze was removed after a week and the lower extremity of the wound sutured. There were no signs of tuberculous peritonitis at the operation.
Since the operation no further accumulation has occurred in the peritoneal cavity, and at present there are no signs of free fluid. The abdominal wall can easily be felt to be adherent to the livel, the lower edge of which is now 1 in. above the umbilicus. The cardiac condition has greatly inmproved since the operation, and the child is now very coimfortable, there being no shortness of breath and no cedema. I can find no record of a case in-which the Talma-Morison operation was performed for ascites due to heart disease, although Bunge, in a monograph published in 1905, suggested that one of the indications for the operation was cardiac cirrhosis.
There is some uncertainty as to the m-lanner in which this operation leads to a cure. Most authors believe that the relief of the ascites is due to the formation of additional venous communications between the systemnic and the portal circulations relieving the obstruction of the latter. Rolleston and Turner believe that it is due partly to a nmore free supply of arterial blood to the liver, and partly to the fact that the liver can more easily deal with the circulating toxins, as the flow of blood through it is dimninished.
The success of the operation in this case seems opposed to the first view, because the formation of additional venous communications should have led to increase of pressure in the veins and thus to more ascites.
DISCUSSION.
The PRESIDENT said the question arose whether repeated tappings might not have brought about the same favourable result, as the rate of the effusion of fluid appeared to be diminishing before the operation was done. It was known that sometimes after repeated tappings adhesions formed.
Dr. HALE WHITE said that recently he had, in a somewhat similar case, tried the method of putting silk threads through the femnoral ring on both sides of the body and distributing the threads in the tissues of the thigh, but without satisfactory result.
Dr. H. D. ROLLESTON said the result of the operation was most satisfactory at the present time, but it was difficult to explain how it had been brought about. It was difficult to believe that opening the abdomen and draining it had cured a case of ascites due to backward pressure. Although there was no evidence of abdominal tuberculosis at the operation, it was conceivable that there had been some local tuberculosis about the portal fissure or in the portal canals of the liver, such as had been described as supervening in a nutmeg liver in children by Moizard and Phulpin, Grancher, Monnier and others, and spoken of as cardiotuberculous cirrhosis. The operation might have alleviated this condition by removing ascitic fluid of a lower opsonic index, and letting in an exudation of a higher opsonic index. It would be interesting to know the exact reason why this operation, which had been so successful, was undertaken. Secondly, he asked whether a cytological examination of the fluid was made, and, if so, whether the predominating cells of the fluid were of the lymphocyte type, and so pointing to tuberculosis; or whether there was a predominance of endothelial cells indicating a passive ascites due to backward pressure.
Dr. E. I. SPRI(TGS said the case suggested that if, in ascites due to heart disease, the production of adhesions between the liver and the neighbouring organs or the abdominal wall was followed by the disappearance of the fluid, in heart disease the fluid was mainly derived from the region of the liver, and not from other parts of the peritoneal surface.
Mr. GIUSEPPI, in reply, regretted that Mr. Pen(dlebury could not be present, but he could definitely say that nothing was found at the operation in the least suspicious of tuberculosis. Mr. Pendlebury undertook the operation because it had been so successful in ascites due to alcoholic cirrhosis, and there seemed no reason why the operation should not be equally successful in ascites due to cardiac cirrhosis. He could not say how much fluid was present at the time of the operation, because its escape was prevented by the liver blocking the opening, and the child's condition under the anesthetic was so unfavourable that no attempt was made to evacuate the fluid.
Exophthalmic Goitre with Rheumatoid Arthritis.
By E. I. SPRIGGS, M.D.
THE patient was a miian, aged 25, a bootmaker. His father and sister had had " rheumliatismi " slightly, and two paternal uncles severely.
There was no history of any previous illness.
The patient first sought advice in January, 1905, for pains in the limbs. He had noticed swelling of the throat and promuinence of the eyes for about twelve months, and had had palpitation. For about two weeks there had been pains in the limbs, especially in the armi1s. He had not had a fright or any particular worry, and although definitely nervous was not irritable or restless.
On admission into St. George's Hospital the patient was thin and pale, and had soirme general enlargeimient of the thyroid. The eyes were proimiinent, the right pupil being smaller than the left. Pulse 100, regular; heart's impulse in the fifth space a little outside the nipple line; no m11urmi:ur. The temperature was frequently raised at night to 990 F. or 1000 F. He comnplained of pains in the arms, wrists, elbows, hands, and knees, worse at night, and not relieved by sodium salicylate in doses of 60 gr. a day. He was treated for eight weeks with belladonna in doses increasing to 15 uit three times a day. This was accomnpanied by an increase in the pulse-rate from 100 to 120, and a
